SIR SAMUEL WILIKS, who in 1875 was the first to describe ulcerative colitis, pointed out that it was indistinguishable anatomically from dysentery. During the war I had frequent opportunities at Lemnos and Salonica of sigmoidoscoping patients with dysentery. I at once recognized that amcebic dysentery presented a quite characteristic picture, which bore no resemblance to that of bacillary dysentery, and that the latter was indistinguishable from the ulcerative colitis with which I was already familiar. That infection with B. dysenterixe occurred in England was already well known from Eyre's investigations on " asylum dysentery." In 1912 Nabarro isolated the dysentery bacillus at the autopsy of a child who had been attending the Great Ormond Street Hospital for many years as a case of recurrent colitis. Since then he has found that not only many cases of summer diarrhoea, but many diagnosed as chronic colitis in small children are caused by the dysentery bacillus. It is easy to understand how adults may occasionally develop ulcerative colitis as a result of infection with the B. dysenteria3 from children. with these conditions. In 1 923 Dudgeon had isolated Flexner's bacillus from material obtained from the surface of an ulcer through a sigmoidoscope in two cases of ulcerative colitis, and in 1927 Hadfield isolated it from the swab from an ulcer in a case I sigmoidoscoped forty-eight hours after the onset of haemorrhagic diarrhoea. In 1928 Thorlakson and Cadman of Winnipeg isolated the bacillus in material obtained by scraping the base of an ulcer with a sharp curette, in four out of five cases, though they had never before isolated it in stools or from ordinary swabs from the ulcer surface. Last year Knott isolated Flexner's bacillus, which was agglutinated by the patient's serum, from a swab obtained from the raw surface left after I had snared a polyp from the rectum of a woman, aged 39, who had had very severe ulcerative colitis since 1925, and who had developed two long strictures and multiple polyposis, although numerous examinations of stools and swabs taken from ulcers during the five years of her illness had only shown the usual organisms found in such cases.
It is well known how difficult it is to isolate the B. dysenteris from the stools of patients with typical dysentery in the tropics after the acute stage has passed.
The vast majority of cases of ulcerative colitis which come under skilled observation in England are already chronic, so that it is easy to understand how rarely the organism is isolated. In my only really early case it was isolated without difficulty, and Thorlakson's cases and the case I have just described show that it may be present in the depth of the lesion when it cannot be found in stools or swabs taken from the ulcers. These positive findings seem to me of more importance than many negative observations. The identical morbid anatomy and the response of many cases, especially early ones, to specific treatment with antidysenteric serum confirm the view, which was first suggested by Saundby in 1906 and by Hawkins in 1909 and which I have consistently held since the war, that the disease is a form of bacillary dysentery. Achlorhydria was present in about 25% of my cases. This is an important predisposing cause, as the absence of the normal acid antiseptic barrier of the stomach allows organisms swallowed in infected water or food to reach the intestines.
COMPLICATIONST.
It is only in recent years that I have realized the frequency of certain serious complications of ulcerative colitis, which had never been recognized before the war. This is probably due to the fact that numerous severe cases, which would formerly have died, now survive as a result of better treatment; many recover completely, but others run a very chronic course, which gives time for these complications to develop. Among 693 cases at the Mayo Clinic between 1923 and 1928 there were 69 with adenomatous polyposis, 59 with stricture, 26 with perirectal abscess, 18 with perforation and 15 with malignant disease, in addition to 30 with arthritis (Bargen) . This agrees closely with my own experience of the relative frequency of these complications, except that I have never seen a case of perforation. Though the ragged polypoid tags of mucous membrane described by Dr. Cuthbert Dukes are often mistaken for true polypi, there is no doubt that true polypi also occur; some of those I have removed have been found on microscopical examination to be typical adenomata, and their X-ray appearance, which Dr. Briggs will show later, is identical with that of primary polyposis. In a few such cases the polypi have completely disappeared with deep X-ray treatment, but this should never be used until the primary ulceration has healed. It is most important to recognize that strictures may develop without any change in the symptoms; in chronic cases a barium enema should therefore be given from time to time. I have had three cases in which complete recovery followed a short-circuiting operation, without which death would certainly have occurred. Dr. Briggs will show radiograms of one such case in which there was stasis in the enormously dilated cecum for seven days, although the patient was still having the usual severe heemorrhagic diarrhoea, and of another case with an eleven years' history, in which the strictures were associated with polyposis. Symptomatic recovery was complete in both instances, and the former patient has now been completely well for six years.
I have seen two cases in which carcinoma apparently developed from polypi of the rectum following ulcerative colitis, and in another, carcinoma, polyposis and active ulceration were all present together. Anal infections are of great importance, as they may persist after the colitis has healed and lead to re-infection of the colon.
DIAGNOSIS.
Direct examination of the mucous membrane of the rectum, which is almost always the part first involved and the last to heal, is essential for diagnosis and for guidance in treatment. A long proctoscope is easier to manipulate, for those with limited experience, than a sigmoidoscope; it has the advantage of bringing the mucous membrane nearer to the eye, and the condition of the anal canal-a matter of considerable importance-can be more easily investigated. I have seen several cases of carcinoma of the rectum and pelvic colon, which had been treated as ulcerative colitis until I sigmoidoscoped them. I have recognized with the sigmoidoscope about half a dozen cases of amoebic dysentery in patients who had never been out of England and who, having hitherto failed to respond to treatment, recovered completely after twelve injections of emetine. I recently proctoscoped a patient who had been regarded as a case of ulcerative colitis of longstanding; the mucous membrane of the rectum was normal, the blood having come from hwemorrhoids, and the lumen was filled with effervescing fluid feces, which indicated that the diarrhoea was due to carbohydrate intestinal dyspepsia; rapid recovery followed abstention from starch-containing vegetables.
TREATMENT.
Rest in bed, warmth, and a generous mixed diet, from which the skins and pips of fruit and fibres of vegetables are alone excluded, are essential parts of treatment. When anaemia is present, transfusion not only improves the general condition, but often greatly hastens the healing of the ulcers.
By absorbing gas, charcoal often makes the patient much more comfortable. Of the various drugs used locally, I have found tannic acid (1-2 gr. to 1 oz.) the most useful. If given after preliminary lavage with normal saline solution under low pressure, through a soft catheter introduced just beyond the anus, it reaches the csecum and is generally just as effective as if given through an appendical or caecal stoma. Quite recently I have been using hydrogen peroxide (2 dr. to 1 pint) without preliminary lavage, and results so far are very promising.
In the first case in which I used polyvalent antidysenteric serum in 1921 the result was little short of miraculous. A young man who was almost moribund after being very ill for over a year, and in whom no improvement had followed an appendicostomy, recovered completely in a fortnight; five days after the first injection the sigmdidoscope showed that the innumerable ulcers seen a few days before had vanished, and nine days later the appearance of the mucous membrane was absolutely normal. Since then I have had a number of cases in which a dramatic recovery has taken place, and my colleagues, Dr. Fawcett and Dr. Ryle, and Jerwood, Brindon Brew, and many others have had similar experiences. Rapid recovery is most likely to occur in early cases, but it is occasionally observed in very chronic ones. More frequently the serum produces a certain amount of improvement, with the result that other treatment leads to recovery more rapidly than it would otherwise have done. In a small number of cases, especially very chronic ones, the serum appears to have no effect.
I have never seen the slightest benefit follow any form of vaccination, and in some cases the local condition has been definitely aggravated.
In my experience the mortality of ulcerative colitis is extremely low. We have had an average of two severe cases a year at New Lodge Clinic since 1921 without a death. Complete recovery may occur after very long periods of treatment, and in cases which do not respond to serotherapy as much as a year or two of continuous treatment may be required. There is alsq an unfortunate tendency to relapse. The danger of this is much reduced if treatment is continued until the sigmoidoscope shows no trace of inflammation, even if symptoms have already disappeared for some weeks. Such associated conditions as oral and pharyngeal infections and anal complications must be treated, as a relapse may follow an acute sore throat or the development of a peri-anal abscess or a fistula-in-ano. The patient should always take sufficient paraffin to keep his stools soft; if achlorhydria is present the associated gastritis should be treated, and, if the secretion of acid does not return, the patient should take hydrochloric acid for the rest of his life.
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Case III.-A girl, aged 21. Fig. 3 shows well-marked obstruction to the opaque enema in the descending colon. Fig. 4 is from the same case three-quarters of an hour later: the opaque fluid can be seen filtering through the constriction and filling the descending colon. shows the enormously dilated ileum, cecum and ascending colon, to which Dr. Hurst has referred; there was a long stricture at the hepatic flexure and the whole of the transverse colon was replaced by a tube of very small lumen with irregular outline. In spite of over 96 hours' stasis in the proximal colon, severe heemorrhagic diarrhcea was present. The patient had an ileo-sigmoidostomy performed and has now been well for six years.
Case IV.-A woman aged 51. Fig. 6 was taken in 1924, and shows the more common type of short stricture in the pelvic colon, complete absence of haustration in pelvic, descending and left half of transverse colon with the beginning of a long type of stricture in the right half of the transverse colon. I re-examined this patient yesterday, seven years later ( fig. 7) : the narrowing in the right half of the transverse colon is less and haustration has reappeared from the cmcum to half way down the descending colon. There is a long stricture in the iliac colon, which did not, however, cause delay to the passage of the opaque fluid.
.Proceedings, of the Boyal Society of -Medicine Fig. 8 shows a well-marked short stricture proximal to the hepatic flexure. The remainder of the colon is narrow and shows lack of haustration. There are several translucent areas around the splenic flexure and in the descending colon which are probably due to the presence of polypi, some of which were seen on sigmoidoscopic examination. Fig. 9 is of the same patient after ileo-sigmoidostomy. An opaque enema was given and passed readily into the ileum; the extremely narrow colon from the cecum to the pelvi-rectal flexure can be traced.
Dr. Cuthbert Dukes: Pathology.-Chronic ulcerative colitis begins as an acute inflammation of the mucous membrane of the colon, leading to patches of localized necrosis, followed by separation of sloughs and superficial ulceration. In severe and fatal cases the ulceration is often most conspicuous opposite to the longitudinal muscle bands of the colon, between which is seen a thin strip of irregular fringed surviving mucous membrane (see fig. 10 ). If the ulcers heal, ragged polypoidal tags of mucous membrane remain in about 10% of cases. These are not true adenomatous proliferations, and the tendency to carcinoma (assessed at 2 -6oK) is much less than in polyposis intestini or multiple adenomata [13] . Other sequelce are stricture consequent on fibrosis, in 8 5%, and perforation in 2 6% [8] . In spite of the intestinal ulceration urinary infections are not more common than amongst the general population.
-tiology.-Of the four theories which postulate a specific 3tiological agent as the cause of the disease, none provides a completely satisfactory explanation. (1) The claim that the disease is related to bacillary dysentery [181 is discounted by the almost universally negative bacteriological and epidemiological evidence, the absence of agglutination and the uncertain effect of antidysentery serum.
(2) The theory that ulcerative colitis is due to Entamxeba histolytica is not
A portion of the colon from a fatal case of chronic ulcerative colitis. In the upper drawing the intestine has been opened oip and spread out to demonstrate the linear character of the ulceration and irregular tags of mucosa. The lower drawing is of a transverse section of the intestine and shows the relation of the ulceration to the longtitudinal muscle bands. supported by laboratory evidence or by the effects of emetine therapy, but it is certainly true that cases of amcebic dysentery have been wrongly diagnosed as ulcerative colitis because the stools were not examined microscopically. i (3) The diplostreptococcus which Bargen regards as the cause of the disease can certainly be cultivated from the ulcers, but it is found also in other types of 71 Section of Surmery: Sub-Section of Proctology 795 ulceration and in normal Feople. Although intravenous injections of rabbits with Bargen's coccus causes diarrhoea, with blood and mucus in the faeces, the course of the experimental disease does not resemble human ulcerative colitis and in rabbits similar symptoms follow inoculations with other bacteria. Bargen's diplococcus and similar types of flecal streptococci [1, 12, 17] are probably secondary invaders, the ulceration being first caused by some other factor. Vaccines and antistreptococcal sera have often been reported as useful in treatment [3, 15, 16, 21, 6] , but this is to be attributed only to the more rapid healing of the ulcers following immunization against secondarily infecting organisms.
(4) The theory that the disease is due to an avitaminosis is not supported by clinical experience. Every grade of severity of the disease is met with, depending doubtless upon the specificity of the original infection and the amount of individual resistance of the patient. Mild cases are not uncommon, and these can often be effectively treated by non-operative methods, though I have seen cases in which a mild infection has suddenly flared up and become septicEemic.
We are now more particularly discussing the type of case in which there is a serious infection of the large bowel and in which a sigmoidoscope examination shows extensive ulceration. It has been recently stated in the medical press that a sigmoidoscope examination of the bowel is not necessary in the treatment of ulcerative colitis, and this strikes me as a retrograde and pernicious doctrine. Examination of the discharges from the ulcers is not good enough evidence oIn which to found a diagnosis, nor does it give sufficient information as to the severity of the disease. The sigmoidoscope is required in order not only to make a differential diagnosis from cancer, but also to watch and check the results of treatment. The sigmoidoscope can be used to examine the mucous membrane of the colon in all cases of ulcerative colitis, without causing any pain or necessitating an anesthetic, and without the slightest danger. It has been so used at St. Mark's Hospital for years, and although, admittedly, a certain amount of skill in using the instrument is necessary, this can-and should-be easily acquired.
My experience of the treatment of ulcerative colitis, which is fairly extensive, is that appendicostomy is curative, provided it is performed early, that is to say, before the bowel has been severely damaged. At St. Mark's Hospital we have large numbers of these cases and in the course of the last few years we have tried all the different treatments for the condition, but we have always come back to appendicostomy as the one method to be relied upon, not only to save the patient's life, but also to prevent frequent recurrences. Ulcerative colitis is one of those diseases, like tuberculosis, which has a great tendency to relapse. Only recently I saw a patient upon whom I had performed appendicostomy on account of ulcerative colitis seven years ago. She recovered from the original attack and allowed the opening to close, but the condition relapsed and for five years she was treated by various methods and at various institutions, but was quite unable to regain her health. She asked me to reopen the appendicostomy as it was the only means of preventing recurrences, and I did so, and she was almost immediately free from symptoms and has since remained well.
Unfortunately there seems to be an idea prevalent that ulcerative colitis should be treated by lavage and medical methods, and that operation should only be resorted to when these methods have failed. I am sure that this idea is wrong; it results in too long delay before operation, and the patient, in consequence, is not afforded the best chance of recovery. When performed as a last resort, appendicostomy must of necessity often fail to cure, but in my experience it very seldom fails when it is carried out during the early stages.
An important point in technique is that the appendix should not be opened until the skin wound is healed, otherwise severe infection of the wound is likely to occur from the infected mucous membrane of the appendix.
With regard to the after-results of ulcerative colitis: as already stated, one of the outstanding features of its diseases is its tendency to recur, often after long intervals. This has to be taken into, account when treating cases. When patients are treated by medical means only, it often results in their being laid up in bed or undergoing treatment for many months in the year, and this in these busy days means that they are seriously handicapped. I have had to operate in many such cases and perform appendicostomy because the patients could not afford the time for the long and tedious treatments which were necessitated by the frequent recurrences. There is apparently no means of preventing recurrence, but if each recurrence is promptly and adequately treated, the tendency, in time disappears.
If an appendicostomy is performed, the opening should not be closed until the patient has been for a full year without treatment and without any recurrence. Fortunately the opening is very easily reopened, even if the patient has allowed it to close.
What, in my experience, has been a rare after-result, is stricture of the colon, but within the last six months I have seen two very serious cases due to this cause.
(1) In the first case, that of a woman aged 26, who had suffered for eight years, I suspected the possibility of a stricture because the patient had persistent diarrhcea, in spite of the fact that a sigmoidoscopic examination showed no signs of any ulceration. An X-ray examination revealed a long and narrow stricture in the transverse colon, and another in the descending colon. I opened the abdomen and found the colon almost completely occluded for 4 in. on the right side of the transverse colon and a severe stricture in the descending colon. There was dense cicatricial tissue, and it was obvious that nothing could be done with the damaged bowel. I therefore performed a lateral anastomosis between the ileum and the pelvic colon. The patient made a good recovery.
(2) The other patient had only been ill for 21 years, but had had a very serious attack. Both he, and the previous patient, had been treated by medical means only. An X-ray examination of this second patient showed a stricture in the splenic and descending portion of the colon. I think that if some of the old cases of this disease, in which the symptoms refuse to disappear-in spite of the fact that they have been thoroughly treated and that the sigmoidoscope does not show any serious degree of ulceration-are examined by X-rays, a similar condition will be found.
Other late results, which I believe are rare, are joint changes and septic arthritis. I should have expected these to be common complications, but I have not found them so.
Liver abscess, which is such a common complication of amcobic dysentery, seldom occurs in ordinary ulcerative colitis.
Perforation of the bowel wall is a well-known complication, but only occurs during the acute stage of the disease. It is generally fatal, as patients suffering from acute ulcerative colitis are in the worst possible condition for undergoing the operation necessary to deal with the perforation.
An important point with regard to the pathology of ulcerative colitis is the relationship between this condition and colitis polyposa. It has been stated that multiple adenomata of the colon may result from ulcerative colitis, but, as I pointed out in a paper read in 1909, the condition following ulcerative colitis is one of granulomata, not of adenomata, and bears no relationship to the disease of adenomatosis. The apparent adenomata found in ulcerative colitis are really isolated inflamed islands of mucosa left between areas of ulceration.
Dr. H. Letheby Tidy said that he had participated in the discussion which took place on this subject twenty-three years ago. He was then responsible for the statistics at the London Hospital, and was able to confirm the statement that the results were, at that date, appalling.
He was particularly interested in this condition during the late war, when he was in a dysentery hospital, and he there grew into the methods which he still employed. Since the war he had had 27 cases in private practice, in which there had been three deaths, one from coronary thrombosis in a man older than the ordinary type of case. Five years ago he ceased doing sigmoidoscopy, and since then he had had 13 cases, with no deaths. He considered that for the treatment of this disease neither operation nor sigmoidoscopy was necessary.
In treatment there were certain principles which must be adopted: the patient must be well fed, must be kept warm, and must take fluid by the mouth. There were certain things which must not be done: injections of morphia must never be given, nor must medicated enemata be given in the acute stages, or in the early stages of chronic cases. The daily enema must never be adopted. If these points were attended to, whatever line of treatment was followed, the subject would be removed from the appalling mortality which had been associated with it in the past, when medical treatment depended upon starvation, injections of morphia, and daily medicated enemas,-treatment which would cause ulcerative colitis in practically every healthy person.
He (Dr. Tidy) adopted three stages of treatment by the rectum-(1) starch and opium, (2) colonic washes, (3) in a late stage, medicated enemas. For the first he gave 3 oz. containing 20 to 30 minims tincture of opium; these could be given up to five a week, and never more than three consecutively. He continued this course until there were not more than five stools a day. The colonic wash was a simple salt wash-two pints. That was given every other day, and continued until the stools were consistently less than five a day. That might be a matter of a long time; it might be necessary temporarily to go back to the starch and opium enema. The medicated enema was used only when the stools numbered less than five a day. He gave 25 oz. containing 20 gr. of albargin-never more than three a week, not more than six in a fortnight, and with a week's interval before the course was renewed.
[Dr. Tidy showed on the screen the temperature chart of the last case of the kind he had had under treatment in St. Thomas's Hospital. The patient was a woman aged 22 whose illness had begun ten days previously. Before admission she had been passing from ten to twenty stools a day, and they had been intimately mixed with blood. On admission, her temperature was 103' F., pulse 140. The condition was undoubtedly ulcerative colitis. Her normal weight was 9 stone 5 lb.; four days after admission it was 8 stone 7 lb. She was weighed again two weeks later, and then was 8 stone. Starch and opium enemata; and at the end of three weeks the temperature was approaching the normal; she was passing a little blood, and pulse was down to 100. She had another course of starch and opium enemata, and the stools were reduced to two or three a day. Then colonic washes were begun. In seven weeks the chart showed the frequency to be one or two stools daily.] Treatment by the mouth was of little importance, unless in special circumstances.
With regard to after-treatment, there were two special difficulties. One was constipation, for which he preferred to use paraffin. The other wos diarrhoea. Some looseness of motions might continue for months after it was necessary to have strict treatment. He gave one starch and opium enema and one colonic wash a week, and that could easily be provided.
He had found no effect from the use of vaccines. He regretted that he had not had the good fortune which Dr. Hurst had had with serum, though he had tried it several times, but he was prepared to continue to try it, as he was sure some of these cases must be of the same type as bacillary dysentery. He had no experience of ionization.
With regard to surgery, he did not see that it offered any improvement on the results which he had had in recent years; yet he recognized that the work of Mr. Lockhart-Mummery had been largely instrumental in rescuing this disease from the reproach of an 80% mortality. He had put forward evidence-which he would not now repeat-that sigmoidoscopy was incompatible with treatment by enemata, and it was not necessary for diagnosis and watching progress. He had not seen at autopsies that mistake was made clinically between ulcerative colitis and neoplasm. Given four or five days' observation in a hospital or in a nursing home, diagnosis was easy. If a mistake was made it was generally in taking a case of ligbt diarrhcea to be one of severe ulcerative colitis.
Dr. Graham Hodgson: The radiogram (see fig. 11 ) illustrates the condition in the case described by Mr. Lockhart-Mummery, and is typical of the appearances seen in an advanced case of chronic ulcerative colitis. Section of Surgery: Sub-Section of Proctology FIG. 11. There is an entire absence of haustration in the distal colon and numerous small irregularities and filling defects are seen throughout its entire length, this being due to fibrosed tags of mucosa. The barium enema runs rapidly through the rigid colonic tube, and under the screen one gains an impression of the rigidity of the colonic wall when one palpates it. A band-like constriction can be seen in the distal part of the transverse colon. This was proved not to be due to spasm by using the dual exposure method, which showed only a single outline through this area thereby proving that peristalsis is inhibited as the result of thickening of the bowel wall.
Dr. F. J. Poynton said that he probably had a more intimate acquaintance with this disease than any of the other speakers, because in 1893, when he was a student, he had such a severe attack of acute ulcerative colitis that his case was published in the Lancet as one of the first instances of recovery on record. Nervous strain was, in his opinion, a predisposing cause of the condition. He was thankful that the treatment in those days included neither the passage of a sigmoidoscope nor surgery, for, in the event of either, he would probably have been a dead man. His hospital experience led him to ask how a sigmoidoscope could indicate whether a case was cured or not, unless it was possible by its use to see as far as the ciecum since the ulceration extended, in bad cases, throughout the colon? No speaker in the discussion had as yet referred to a painful complication that might follow this disease, namely, spasm of the colon. The best remedy in his (Dr. Poynton's) experience for that was morphine. Treatment seemed to him a matter of individual experience.
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The physician obtained his best results with medicines, the surgeons with surgery, the specialist with bowel-washing and other methods. He himself had had some great successes, even in bad cases with haemorrhage, by highly skilled nursing, most careful dieting with liquid food, opium and bismuth by the mouth, and also opium enemata. One remedy which he had found most useful both in adults and the rare cases in childhood was kaolin.
Dr. L. P. Garrod said that recently he went through the records of examinations by sigmoidoscopy and swabs of cases of the condition, in St. Bartholomew's Hospital chiefly, in the last two or three years, and the results were as follows: Of cases admitted with the diagnosis of ulcerative colitis, four proved to be cases of amoebic dysentery. In some of them the condition had existed for some time, in one of them for three years. None of the patients had dysentery bacilli in the stools. About twenty had various bacteria, coliform bacilli of aberrant types, which might or might not be significant. Eleven out of seventeen cases showed the presence of Bargen's coccus, and that was the organism to which he desired to refer.
As Dr. Dukes had mentioned, Bargen found that this coccus was capable of producing lesions in rabbits. He (the speaker) agreed with Dr. Dukes that that observation was of no significance. Bargen found the coccus in 80% of a large number of cases when the examined material was obtained from the ulcer itself. He cultivated it in a complex medium, a method which he (the speaker) regarded as unnecessary. One of the constituents of that medium was brain, and it was difficult to see why brain was necessary for an organism grown in the colon. He (Dr. Garrod) had found it easy to grow the organism in dextrose broth rendered anaerobic by the addition of a paraffin seal. The reason it grew there and not on other media was its great avidity for sugar. The anaerobic conditions did not affect its growth, but they affected the growth of the other bacteria. When -a primary culture had been obtained in that medium, it could be isolated by plating. The organism which he had grown in eleven cases was identical with that of Bargen, though he had not had a culture from Bargen's laboratory with which to compare it.
Three reasons for regarding this organism as of considerable significance were:
(1) It could only be found by this method in material obtained from the actual ulcer if ordinary feecal matter were cultivated by this method the organism did not appear.
(2) The fact-not recorded by Bargen-that it could be demonstrated in great numbers in direct films from the muco-pus of the ulcer.
(3) Out of eight cases in which he had carried out an agglutination test-using first the patient's serum, then his own-the patient's serum agglutinated it in three, and his own did not. That showed that the organism played a part in this disease, though perhaps only a secondary one. It was worth while, in all cases of ulcerative colitis, to carry out an exhaustive bacteriological examination. The classification of the disease into different types had proceeded as far as it could on clinical grounds, with or without the sigmoidoscope, and it was evident that certain cases responded to certain treatment and others did not. Progress was now more likely to be made by classifying ulcerative colitis into types according to their bacterial content, and relating treatment to those types.
He had known two cases in which the disease was tuberculous. It was possible to find tuberculous ulcers in the lower part of the descending colon when there was no other sign of tuberculosis in the body.
Sir Charles Gordon-Watson said that year in and year out, he had never been without one or more cases of ulcerative colitis in his wards, and every form of recognized treatment had been tried there. His general impression as a result was that some cases did well, others did not, and that the particular treatment which was carried out did not seem to matter much, so long as it was on sound general lines. When Dr. Hurst first recorded his results with anti-dysenteric serum he, the speaker, tried it. There was one dramatic result, a brilliant cure, with that serum. Yet, though he had tried it on a large number of cases since, he had never satisfied himself that there had been much benefit from it. The case which had responded so well to it relapsed, as most of these cases did, after a year or two, and when the patient came back to hospital she did not respond to antidysenteric serum.
Except in the mild cases, he (the speaker) always performed appendicostomy; he did not think one could deal with the proximal colon adequately by the rectum. He regarded appendicostomy as a definite life-saving measure in many cases.
With regard to irrigation, he had used barium sulphate solution for the irrigation of the colon from the appendicostomy. He had one case now under treatment which had been very bad, but was improving rapidly with barium sulphate washes and periodic blood transfusions. He laid stress on the value of the latter. If patients in chronic cases had a blood-transfusion every four weeks, they improved. If after improvement they lost a little ground, a further transfusion brought benefit again.
Sir Charles Gordon-Watson demonstrated, by means of films, post-ulcerative stricture. The first showed absence of claustration, with a very tight stricture close to the splenic flexure, and a less advanced stricture in the pelvic colon. There was also a stricture of the rectum which had existed for five years, and from time to time had to be dilated. The next film was from the same case, taken after rest and treatment, and showed that the strictures which appeared to be organic in the first film were in part due to spasm. Another film showed tuberculous ulcerative colitis, with three tuberculous strictures iu the cmcum, the ascending and transverse colon. These cases did not show symptoms like those of ulcerative colitis, and the condition was not easy to diagnose. This patient travelled from hospital to hospital for sixteen months. First she was treated for gastroptosis, then for endometritis, then for nephritis, and in his (the speaker's) own hospital she came into the gynecological department, where her case was diagnosed provisionally as one of tuberculous disease of the tubes and ovaries, as the ccal tumour was in the pelvis. The specimen which he showed had been removed by resection and anastomosis, and he showed it because such a condition was rare.
Dr. Julius Burnford said that he had had about fifty cases of ulcerative colitis, many of which had been to other London hospitals. He thought that some cases of this condition were curable and others incurable. Incurability was understandable when one considered the anatomical condition, because there was such a great destruction of the mucosa. He treated the condition by ionization. He had recently published an analytical review of 28 cases,1 and since then he had been successful with additional cases, bringing the number to 48. In four or five of these cases the patients had died. He had fourid the results of ionization very good. If in cases having medical treatment, benefit did not occur in three weeks, it was right to call in the surgeon and ask him to put the colon at rest. It was an important matter to determine when the physician should ask the help of the surgeon.
His own routine was to put the patient to bed, give castor oil twice a week, then ionize with '7% to 1% zinc sulphate by the lower bowel, giving a generous diet.
As a large percentage of cases had achlorhydria, he gave hydrochloric acid. In fifty cases he had 80% cures. After-treatment consisted in dealing with the anumia, and transfusion was beneficial.
He did not agree that ulcerative colitis was a specific infectious process,
In a few of his cases the patients had had arthritis. In one of the fatal cases there were ulcerations in the appendix. In another fatal case an ulcer perforated, and the patient died from a low-grade peritonitis.
As to the ionization current not passing along the bowel, Dr. Carter Braine had stated that a small amount of current reached the cecum.
Dr. W. Kerr Russell: It might be advantageous to consider the various physical methods of treatment which have been used at different times in ulcerative colitis.
The use of diathermy has been advocated, the cylindrical active cathode being placed in the rectum, the inactive being applied round the waist in the form of a lead belt. The greatest concentration of current occurs in the rectal and sigmoid regions. The maximum current strength is generally one ampere, and treatment is usually given for twenty minutes. As is well known, the diathermic current causes internal heating and improved lymph and blood circulation, and has a vitalizing effect on the tissue cells and a marked antispasmodic effect on muscular tissue.
Ionization treatment has also been applied in cases of ulcerative colitis. Whenever possible the lower bowel is first washed out with a warm water enema, and large pad electrodes are applied to both the lumbar and abdominal regions. Both these electrodes are connected to the negative pole of the galvanic apparatus. The positive electrode consists of a spiral wire, which is inserted into a thick rubber tube, a foot long and closed at one end, but having a lateral opening. This rubber tube is connected with a douche can containing about two pints of a i to 2% solution of zinc sulphate at a temperature of 1040 F. After about a quarter of the fluid has been slowly run into the bowel, the current is switched on and the strength gradually increased to a maximum of from 15 to 20 milliamperes. Treatment is generally given for fifteen minutes and, provided that there is no discomfort, all the fluid is allowed to flow slowly into the bowel. The treatment is repeated once or twice a week.
Another treatment, which has been used successfully in early cases of ulcerative colitis is colonic irrigation. There are two methods of colonic lavage, which have great advantages over the Plombieres system. One was evolved by Von Borosini and the other is known as the " Studa Chair" method. They are so fundamentally alike that they may be described together. In both methods a rectal catheter has been designed which remains in the rectum throughout the administration of treatment, and is not dislodged when defecation takes place. In the case of the Studa Chair the patient sits on a rubber ring cushion. The rectal catheter is L-shaped. The vertical limb which is inserted into the rectum is 3i to 5 in.
in length, and 6 mm. in diameter, and is connected with the 7-inch horizontal limb by means of a ball-and-socket joint, which allows considerable movement. The free end of the vertical limb is dome-shaped and there are four lateral openings. The catheter is introduced into the anal canal and is kept in position when the patient sits down, by pressure on the horizontal limb. The catheter is connected by means of a rubber tube with a tank of about eight gallons capacity, filled with a slightly hypotonic solution of sodium chloride at a temperature of 104°F. The bottom of the tank is fixed three feet above the chair seat.
A valve controls the rate of flow of the irrigating fluid through the catheter into the rectum. Evacuation occurs when the intra-colonic pressure has become sufficiently great; usually this is when half a pint of fluid has entered the bowel. If treatment is continued for half an hour, from fifty to sixty evacuations occur. At first the irrigating fluid flows into the rectum and sigmoid flexure, but after about ten minutes the transverse colon is reached and its contents gradually evacuated, and finally the irrigating fluid finds its way down the ascending colon into the ccum; a normal ileo-cwcal valve prevents the fluid from entering the small intestine. I have recently had radiographic proof of this. The treatment thoroughly cleanses the lumen of the large bowel, removing all residual matter in a gentle way. Profuse diuresis invariably occurs. Certain antiseptics, such as dimol or monsol, can be added to the irrigating fluid, or such antispasmodics as kamillosan, etc. Dimol solution, used in this way, appears to destroy intestinal micro-organisms. Treatment is generally given every other day. Oxygen foam is sometimes added to the irrigating fluid; this foam is formed by bubbling oxygen through a special distributor immersed in a solution of warm water containing a little ext. quillaiae liq."B.P.C., the distributor being enclosed in a special metal container. The foam rises to the surface of the water in the bowel and gently fills the cavity.
The physical properties of the foam bring it into intimate contact with the mucous membrane of the bowel, and all the folds and pouches are entered, oxygen being liberated. The mucous membrane is in this way thoroughly cleansed.
Various medicaments can be added to the liquid from which the foam is produced, and they are then present in the foam in a finely dispersed state.
The President said he was sorry to hear from medical colleagues that the sigmoidoscope was no longer useful, because it was very difficult in certain cases to diagnose ulcerative colitis from other conditions, especially carcinoma of the colon. He remembered the case of a man with chronic nephritis, with acute exacerbations of cardiac failure, who had begun to pass a large quantity of blood and mucus per rectum. The picture was that of an ulcerative colitis-which was well known as a terminal condition in chronic nephritis. The sigmoidoscope, however, showed a carcinoma of the pelvic colon. Without a sigmoidoscopic examination this patient might have been treated for ulcerative colitis. He (the President) was in favour of appendicostomy in certain cases, but he had noticed that though one performed appendicostomy and the patient recovered, and felt very well, if one examined with the sigmoidoscope a short time later, the picture looked the same as previously. He had a patient who had been irrigating through an appendicostomy for five years. She was better every time he saw her.
She had passed no blood or mucus, but there was the same picture, a raw surface which bled easily, with a granular condition of the mucus membrane. That had been his experience in a fair number of cases. He could have claimed a cure in many cases but for this subsequent sigmoidoscopic examination. In another patient who had been washing herself out for five years he thought everything was going well, and the mucous membrane looked normal. He closed the appendicostomy, but in a few months the condition started again, and the sigmoidoscopic appearances were very disappointing.
